Disaster Service Worker Volunteer Program Guidance

WORKERS’' COMPENSATION CLAIM PROCEDURES

Eligible
Activities

Claim
Initiation

Guide to
Worker's
Compensation

DSW volunteers may file a claim for injuries sustained while engaged
in approved, documented and supervised:

e activities authorized by and carried on pursuant to the California
Emergency Services Act while assisting any unit of the
emergency organization during a proclaimed emergency or
during a search and rescue mission,

» activities performed to mitigate an imminent threat of extreme
peril to life, property, and resources, and

'« training necessary to engage in such activities; excludes travel
to and from the training site.

Volunteers impressed into disaster service by a public official having
the authority to do so, may also file a claim for injuries sustained while
performing that service.

Unregistered volunteers and those not impressed into service may not
file a claim.

A claim for injuries may be initiated under several situations

¢ Upon notice by claimant of an injury that requires medical
treatment beyond first aid or results in lost time (Lab. Code, §
5401(a)); or
A volunteer notifies supervising agency of his/her injury; or
An injured volunteer presents a physician’s note stating a work-
related injury may have occurred

At the same time a claim is initiated, the supervising agency provides
the injured DSW volunteer with the New Disaster Service Worker’s
Guide to Worker's Compensation.

Access Guide on the Cal OES webpage: Click For Governments &
Tribal, scroll down to Plan & Prepare, and then click Disaster Service
Worker Volunteer Program.

Ez Signing the claim form is not an admission of liability.
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Disaster Service Worker Volunteer Program Guidance

WORKERS’ COMPENSATION CLAIM PROCEDURES, Continued

Required

Documents

State Fund
Form e3301

Volunteer
Instructions

To file a claim, the following required documents must be submitted as
stated in section 2573.3 of Title 19 of the California Code of
Regulations:

1. State Fund Form 3301, Workers’ *Compensation Claim Form
2. State Fund Form e3267, Employer's™* Report of Occupational
Injury
OR
Call the 24-Hour Claims Reporting Center at
(888) 222-3211 to verbally complete the 3267

3. Written incident report
4. DSW volunteer registration and loyalty oath subscription

If injury due to training, additional required documents to submit:

5. Training pre-authorization
6.- Training participation document

The supervisor and injured DSW volunteer have responsibilities
associated with the worker's compensation claim submission.

* Worker or employee refers to DSW volunteer.
** Employer refers to ADC or authorized designee.

The State Fund Form 3301, Workers’ Compensation Claim Form,
must be given to the injured DSW volunteer by the supervising agency
within one working day of having knowledge of the injury.

Any sustained injuries should be reported to the supervisor
immediately; however, this is not always the case. For example, a
volunteer sustains an insect bite and reports it a week later when it
requires medical care. The 24 hour period starts the date the volunteer
informed the supervisor, which is later than the injury date.

Form e3301 Instructions for: Injured DSW Volunteer

Lines 1-7

Complete | If unable due to injury, relative or legal representative may complete.
Line 8

Sign If unable due to injury, relative or legal representative may sign on

behalf of injured volunteer.
Deliver Completed Form to supervisor or registering agency within three days
(72 hours) of receiving it.

Continued on next page
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Disaster Service Worker Volunteer Program Guidance

WORKERS’ COMPENSATION CLAIM PROCEDURES, Continued

Supervisor
Instructions

Form e3301 Instructions for: Authorized Supervisor

Distribute

Copy to injured volunteer, which is volunteer’s receipt of record
that claim was filed.

Complete

Lines 9-10: Registering entity name and address
Lines 11-13

Line 14: Pre-filled

Line 15: Leave blank

Lines 17-18

Sign

Line 16

Distribute

1. Mail completed Form to State Fund.

2. Faxor e-mail copy to Cal OES.

3. Deliver completed copy to injured DSW volunteer.

4. Retain copy for supervisor or registering agency’s files.

A Statute of limitations for filing a claim is one year from date of injury.

Access the e3301 on Cal OES webpage: click For Governments &
Tribal, scroll down to Plan & Prepare, and then click Disaster Service
Worker Volunteer Program.
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Disaster Service Worker Volunteer Program Guidance

WORKERS’ COMPENSATION CLAIM PROCEDURES, Continued

Example: COMPLETED E3301 FORM REV.1.12

State of Callfornia
Department of Indusurial Relations :
DIVISION OF WORKERS' COMPENSATION

WORKERS' COMPENSATION CLAIM FORM (DWC 1)

Estada de California
Depaviamento de Relaciones industriales
DIVISION DE COMPENSACION AL TRABAJADOR

PETITION DEL EMPLEADO PARA DE COMPENSACION DEL
TRABAJADOR (DWC' 1)

Employee: Complete the “Employee™ settion and give the form to Empleado: Complete la seccion “L’mplcado" ¥ entregute lu forma o su
your employer. Keep u copy i mark it “Employee’s Temporary enpleador, Quédese con la copia designade “Recibo Tenmporal del
Receipt” umil you reccive the signed and dated copy from your em~ | Ernteado® hasta que Ud. reviba la copia firmada g fechade de si empleador.
m You L call the 3{%‘)’"&7\3’1‘% m'? wﬁ Ud. puede lamar a la Division de Compensacién al Trabajador al (800) 736-

recorded information pl o 2401 para gir informacién gravada. En la hofa cublenia de esia

ers’ compensation benefits is included as the cover sheet of this form. Jormaesta la explicatin de fos beneficios de compensacitin ol srabajador.

You should also have neceived a pamphlct from your employer de-

iy Reps' o poed + Ud. también deberfa haber recibido di sy empleador un folleto describiendo los
m"s ! Cspesstion belrofs ind e #lto/co bmf'duf de compensacion al tabajador lesionado y los procedindentos para
abtenerlos.

Any porson who makes or causes to be made any knowingly false
or {raudutent material statement or matevis! representation for

| Toda aquella persons que a propisito hags o cause gue s produzed
cualgusier declaracion o representacion material fatea o fraudnlonta con ¢t
 fin de obtener o neaar benelicio o pages de compensadidn a trabajadores
lesionados es vulpable de un ceimen mayor “felonja®

the purpose of ebtaining or denying warkers' compensation hene-
fits or paymeots is guilty of a felony,

Employee—compleie this section end see note above  Empleado—complete esta seccidny note la notacién arriba.

1. Name. Nombre. Volunteer's Name Today's Date. Fecha de Hay. 01/06/1956

2. Home Address. Direceion Residencial, Volunteer's Address = B o
3. City. Ciwedad, State. Estado, _ Zip. Cédigo Postal,

4,  Dateof Injury. Fechia de fa lesion (aceidenmte). 0110411956 Time of Injury. flora on que ocurric, 315 am. P
S Address end description of where injury buppened. Direceidn/lugar donde occurid ol accidente,

Training classroom located at 123 Sweet Citv. State Zip

6. Deseribe injury and pan ol‘bodyaffmed Describa la lesion y parte del cuerpe aj'ecm«kt
Tripped over mannequin during training and injured left ankie.

7. Social Security Number, Niwmero de Seguro Sociol det Empleadp. - XXX-XX-XXXX
8, Signature of employee. Firma del empleado.  Volunteer's Signature

Employer—complete this section and see note below. Empleador—compléte esta seccién y note la notecion abajo.

9. Name of employer. Nembre del engstecador, _Name of accredited disaster council {ADC) ow authmized govemment designee

10. Address, Direevidn, Address of ADC or authorized government designee

1. Date cinployer fitst knew of injusy, Fecha en que of empleador supo por primera vez de la lesidn a arrulmlt 01/0411956

12, Date claim form was provided 1o employee, Fecha en que se e eriregss al empleado la pericidn, 0110411956

13. Date employer received claim foem, Feeh e que of empleado devolvid la poticién of empleedor, 9170611956

14. Name and address of insurance casicr or adjusting agency. Nembre y direccitn de 1a compaiifa de segures o agencio adminsiradora de SeQUTOS.
State Compensation insurance Fund

IS, Insurance Policy Number. 5 utimero de la péliza de Seguro. _WA ,

§6. Signature of employer representative. Firmus del represensante del epleador, _Signed by person authorized by ADC or designee

17. Title. Tiando, Title 18, Telephone. Telfuno, (555) 559.5555
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Disaster Service Worker Volunteer Program Guidance

WORKERS' COMPENSATION CLAIM PROCEDURES, Continued

State Fund The State Fund Form e3267, Employer’'s Report of Occupational

Form e3267  Injury, must be submitted by the authorized supervisor within five
days of injury knowledge. It is imperative to meet this time frame as
State Fund will send a letter to the injured volunteer within 14 days of
the injury. Late reporting may result in penalties being paid out of the
DSW fund.

This Form is completed in one of two ways:

1) typing or writing on the Form €3267, OR
2) calling the State Fund Claims Reporting Center and providing
information over the telephone.

A Injured DSW volunteer does not complete this Form!

Instructions Form e3267 Instructions
Line(s) Authorized Supervisor types or prints:
1 Registering agency name
1a Pre-filled
2-3 Registering agency address
4&6 Pre-filled
5 Leave blank
7-10 Self-explanatory
11-16 If unknown, leave blank
17-26 Self-explanatory
27-29 If unknown, leave blank
30-34 DSW volunteer information
35&41 Regular job; NOT DSW classification
36-39 If unknown, leave blank
40 Registering agency information
42-43 Self-explanatory
OR
Claims Reporting Center (CRC) Instructions
Action Authorized Supervisor:
Calls (888) 222-3211, (State Fund operated 24/7)
Answers Form 3267 questions via phone to CRC representative
Action State Fund CRC Representative: -
Completes | Form 3267, which establishes claim

Access the €3267 on Cal OES webpage: click For Governments &
Tribal, scroll down to Plan & Prepare, and then click Disaster Service
Worker Volunteer Program.
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Disaster Service Worker Volunteer Program Guidance

WORKERS’ COMPENSATION CLAIM PROCEDURES, Continued

Example: COMPLETED E3267 FORM REV.11-13 (front side)

STATE COMPENSATION INSURANCE FUND OSHA
24Howr Clolne Reporting Gonler /
EMPLOYER'S REPORT “Teluphone (888) 2228211 F-xmm-ms Cage No.
OF OCCUPATIONAL ALED BEND ONE COPY TO: Wu::;: Y & e BERVCED « ATTENTION PAEPAREDNERS BRANDIH DR
INJURY OR ILLNESS i it ,__fg'u_,es“_“m‘m“ P .: oL Fund) £1 Fatality
OTIOE : Califia. faw ebquibes wiitln 00 dayps of knowiedie ave

which ros wmwm’m Ao A abedriet i Ky e megriph o4

the employer muxl fle -iﬁnﬂndqur

mmmwmwhmﬂumm mmmmwm.-mummammuy
of atrpationel Sataty and Hasith.

State of Calfornia

1 KOCAL MCCREDITED DISASTER COUNDL & AUTHOMEED NIGSTENING GOvIRMWETT AGING Y 10 Petitey Rttt
Name of ADC, its govermment designee, Cal OES. or authorized state agency : Dis REL
C |1 MAMLNG ADDSESE Plurtiser and Syel. S Dl amum
-] (656) 555-8565
U |5 LocaTon, i [ e Graet, Gy 30 Do)
& | Address of suthorized regisiering govermment dpency
| | CTRTURE OF BUSKEES: dg. P Sl Fot e & ETATE PV LOVERT PSURAICE |
L SalOES i Leaveblank |
LTYFEOF ERPLOYER
Ciearwire  Clswre  Clooway OQcar  [Cscnoorosr. K] omenoovERNvERT -setcery _ DISASTER COUNCIL
7. DATE OF NUURY JORSET OF RUNERS | &, TINE FUDAY/ELNESS DOCURRED | 9. THAE EMPLITTEE BEGAN WORK TL3F EWPLOTEE DIED, DATE OF GEATH
e mmfddiyy . Au. N, SR VTY M, ——
IV (MABLETG W0k FORAT LEAET OWE |12 DATE LAECAEIWED nmiadny) |15, DATE RETURNED TOWORKE | VA EETLL O o, GECKTIS |
oy Oves [Iwo if known SR 5t Known 5% 3
; TE Vo0 FULL DATE WSS FoR AT T8 | SIS mmumm—mwm}m“m‘mmmwr
4 wmm Oves Dwo Ovws Owo s s o w'm CLABAFORM
J |w mammm&m AND MEDECAL DMONOGIE I rvaithie 8. fanons dogree TokriThs & g AN, Leadiatia 08 WA S04, koa poitang [Fon 500 Y PART AFFECTED
U | Brutgad, mllen feft enkle; possible fracture or aovers sprain.
R T G TP L Dikanwa]| 8 = ] T SR
¥ smet.cuy,sm |>ooo<x County I @ves [CIno veu
O |22 OEPARTUENT USEAE Tvin | G | CLUTE GCOURRED, G, GRppig oo . op Z3.OVHER WORKERS PAAURED O LL N T8 EvErd
& | County conference training faciiity. Qe COwo
£ A i i 3 1 o ul i NN S v h, M SO 2T
i | (Name of injured volunteen) tralning with CPR mannequin,
t THE BMPLOYEE Y5 FERFOSMNG WHEN EVITNT OR BFOSUSE D0 COUMNTD 8§ WaKNg seens of metl leahs, 52010 Bes ooin XK.
n | (Name of injurad volunieer) stumbled over mannequin &s moved 0 next training station,
£ mwmmmmu TSV LNE RS,
§ |9k Workw: sbanged back 1 ireaprect wort ara sipowd uey sorigy USESEPFIATE SHEEY i sehCESSARY,
& | (Name of injured volunteer) fool caught mannequin's aam causing fal; and lmslmg e ankie,
27. HAME AND ADOREDE OF SHYSICUN thkarer, Siewol, Oty 2 % Proes Farmber
| Physician’s name and address. (555) 555-5555
:m;?ﬁb QVERNERNTY nm Dﬂ! H g, v, AME AND ADDRERS. OF HOBPIRAL (Number, | 294 Prona Muaviad
=g " 29, Expype FORISU it EMOIoRCY RON?|
ﬁyﬁ enﬁrhoipﬂaifmedml facity nam; and address. Qves Qo
Now TCEe £ord = Ih@;.llmm Mm“m
30, EBMPLOTEE NAME 7 5OCIAL SECURITY NUMGws ST e—rey
o Name of injured volunteer JODUXKHHHK mm/ddlyy
H % -] 52 PHONG MU
e Addrsssul ‘injured vo!un(eer (5585) 555-5565
T 5. DO HOT ERTEN {35, ORTIE OF HIFRE javutyyy
5 (o D'm Cor T EX‘ Englneer NOT' SAR. GERT other class
R T UBURLY W A uumwmruassomﬁorm
w = . = m-.du,lwhn Dn-ﬂn- D.ﬂ- D""’" HICY NCRE WAGRS ABSGHEDY
] e SR DI PUUPNS - LT — UM Duﬂaﬁ i e Frety
’Rc GAOSS WALE L BALANY A0, OTHE R PAYMENTE NOT lsmma:u VERGESTALANY (g, BN, wmin vt i,
€| 5 pw Boomestenlt DOve: Owo
R[50 AR RNTTRIGA TES OF PREBENT B OveR
EX: Enweannn Company Street, City, Slate Zip
Conghewid By (P Bgratie & Tim
Authorized parson by ADC or desig ! Signature of sulhorized person with hislher title or position
(back side)
[41. OCCUPATIONMeqitas Job Te. DO NOT ENNTEN DOW CEsemomoen.
__EX: Engineer, Retired, Nurse. eic. DO NOT ENTER DSW Clossilicat
v OCAL 30 wHicH
Name of ADC, its govemment designae, Cal OES, or authorized stals agency
3. LAty RIS ANISE CUIT s Yyes of o
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Disaster Service Worker Volunteer Program Guidance

WORKERS’ COMPENSATION CLAIM PROCEDURES, Continued

Written
Incident
Report

Examples

A written incident report is required as part of the claim submission. It
is a brief narrative of how the injury occurred, where it happened, and
may include witness statements.

This information is completed by the supervising authority and may be
submitted via interoffice memo, e-mail, ICS 214 Activity Log or similar
document.

INTEROFFICE MEMO

DATE: mm/dd/yy

FROM: {Name), Title

TO: {(Name), Title

SUBJECT: {Name), Injured DSW Volunteer, Sheriff County SAR

INJURY: {Name) injured left knee during an authorized SAR training. Volunteer was

dismounting when horse startled, causing volunteer to fall. Students heard noise and ran to
assist. | was notified of the injury, and volunteer transported to Medical Center for treatment.

DATE/TIME/LOCATION: mm/dd/yy, 00:00, incident address
WITNESS: No witnesses; others only heard the incident.

Sent: Fri 11/20/2015 8:58 AM

. To.. | [DSW Claims Lead

Py PR
s [ <o | [DSWerogram Lead

{Theee. |

Subject: !‘!nc!dant Report
- NS M Sttt

-~

{(Name of DSW volunteer) injured left ankle while participating in a pre-authorized CERT Basic Skills
Exercise at the County Fairgrounds on November 18, 2015 at 8:25 pm. During a search of a simulated
building collapse, (Name of DSW volunteer} tripped over debris props resulting in a gash wound of
left thigh area. (Name), Fire Department EMT, stopped the bleeding and examined the wound.
Injured volunteer transported by ambulance to Hospital.

{Name) witnessed the incident.
Thank you.

{Name)
Division Chief, CERT Program Manager
Fire Department
Address
City, State Zip
Y

Loy
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Disaster Service Worker Volunteer Program Guidance

WORKERS’ COMPENSATION CLAIM PROCEDURES, Continued

Registration
and

Oath v
Subscription

Training
Documents

Claim
Assembly
and
Distribution
Table

Contact
Information

A copy of the original DSW volunteer registration and oath
subscription are essential components of the claim submission.
Claim’s processing will be delayed until receipt of this information.

If injury is due to a training activity, copies of the following additional
documents are required:

v’ written pre-authorization, confirming training approved in
advance, and

v verification of training to substantiate volunteer's participation

The Claim Assembly and Distribution table below is a reference tool to
assist in claim submissions.

INSTRUCTIONS for SUPERVISING AGENCY
DOCUMENT ST CALOES ok Lt L b COMMENTS
3 FUND VOLUNTEER
c
3 State Fund Form e3267 DO NOT PROVIDE COPY!
E Fax Copy Provide copy of:
%) & @ femporary Receipt State Fund
=] Mail - volunteer’s proof of filing N
g Original (@) completed & signed Form 707-646-0173
Fax - et

LS State Fund Form 3301 after bottom section completed cal OFS
> ar
E" Scan Fax:
E DSW Registration & Oath Copy 916-845-8736
g
s Incident Report Fax Copy
= o z
= |Training Pre-Authorization* m","fdfor
U training

Training Verification* ’ injuries

NOTE: Supervising Agency{and Registering Agency) retain copy of entire claim submission. 2172005

State Compensation Insurance Fund Cal OES Preparedness Branch

DSW Claims Adjuster DSW Volunteer Program
PO Box 65005 3650 Schriever Avenue
Fresno, CA 93650 Mather, CA 95655
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Disaster Service Worker Volunteer Program Guidance

WORKERS’ COMPENSATION COVERAGE INFORMATION

Medical
Treatment

Pre-existing
Condition

Claim
Decision

When an injury occurs, the DSW volunteer should be referred to a
medical provider for evaluation and treatment. If the injury requires
emergency care, the supervising agency can select the most
appropriate medical provider.

If the DSW volunteer has designated a medical provider or facility prior
to the injury, treatment with that provider must be allowed. If no
designation was made, the supervising agency has the authority to
select a medical provider or facility.

The supervising agency may exercise control over medical treatment
on a State Fund accepted injury for the first 30 days. If treatment goes
beyond 30 days, the DSW volunteer has the right to select his or her
own doctor and may use State Fund’s Medical Preferred Network
(MPN) by Harbor Health at wwwi/statefundca.com and click on Find a
doctor.

The DSWVP is “No Fault” coverage. The existence of, and the
percentage of disability from any pre-existing condition is factored into
the percentage of compensation coverage under the DSWVP.

State Fund is obligated to make a final decision to accept or deny a
claim within 90 days after the date of the claim form or it is deemed
accepted by operation of law subject to certain exceptions. The
claimant, aka injured DSW volunteer, and Cal OES receive notification
upon determination.

The decision process may involve medical evaluations and
investigative interviews to assess the claim.

Acceptance: If within 90 days, State Fund decides the claim has
merit, Cal OES and the claimant are notified.
Retroactive benefits will be paid to the claimant.

State Fund monitors all medical treatment resulting
from the injury and reports the status to Cal OES.

Denial: State Fund denies a claim based on the information
provided by Cal OES, the supervising agency, and its
own examinations and questions.
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WORKERS’ COMPENSATION COVERAGE INFORMATION, Continued

Disputes

Mandatory
Medicare
Reporting

If the supervising agency has cause to dispute a claim:

¢ Notify State Fund immediately by phone or fax.

¢ Report the dispute in writing.

e Provide names of supervisors, witnesses, and other relevant
information.

Disputing a claim does not remove the supervising agency’s obligation
to provide the injured DSW volunteer with the State Fund Form 3301,
Worker's Compensation Claim Form.

If the supervising agency does not dispute a claim within 90 days after
notification of an injury, the claim is presumed compensable.

The Centers for Medicare and Medicaid Services (CMS) is a federal
agency responsible for administration of the Medicare Secondary
Payer Program which requires all workers’ compensation payers to
report payments issued on behalf of Medicare beneficiaries.

The DSW Program pays worker's compensation and is primary payer
to Medicare; therefore, Cal OES must report DSW claimant data to
CMS to be in compliance with the federal government.

Cal OES works with a Medicare Reporting vendor and State Fund to
ensure federal requirements are met. Non-compliance may result in
fees and penalties.
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